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SUBJECT MATTER OF REGLULATION

Medicare Supplement Insurance Minimum Standards

Sec. 1. Subsection (k) of Section 38a-495a-2 of the Regulations of
‘Connecticut State Agencies is amended to read as follows:

(k)  “Medicare+choice plan” means a plan of coverage for health
benefits under Medicare part C as defined in [section 1859 found in title iv,
sublitle a, chapter 1 of p.l. 105-33,] 42 USC 1395w-28(b)(1), and inciudes:

{1) Coordinated care plans which provide health care services,
including but not fimited to health care center plans, with or
without a point-of-service option, plans offered by provider-
sponsored organizations, and preferred provider organization
plans;

(2} Medical savings account plans coupled with a contribution into
a Medicare +choice medical savings account; and

(3} Medicare+chaice private feg-for-service plans.

Sec. 2. Subdivision (7) of Subsection (a) of Section 38a-495a-5 is amended
to read as follows:

(7)(A) A Medicare supplement policy or certificate shall provide that
benefits and premiums under the policy or certificate shall be suspended at
the request of the policyholder or certificateholder for the period (not to exceed
twenty-four (24) months) in which the policyholder or certificateholder has
applied for and is determined to be entitied to medical assistance under Title
XIX of the Social Security Act, but only if the policyholder or certificateholder
notifies the issuer of such policy or certificate within ninety (90) days after the
date the individual becomes entitled to assistance.

(B)  Hsuch suspension occurs and if the policyholder or
certificateholder loses entitlement to such medicat assistance, such policy or
cettificate shall be automatically reinstituted (effective as of the date of
termination of such entitlement) as of the termination of such entitlement if the
policyholder or certificateholder provides notice of loss of such entittement
within ninety (90) days after the date of such loss and pays the premium
attributable to the period, effective as of the date of termination of such
entitlement. '

(C) EACH MEDICARE SUPPLEMENT POLICY OR CERTIFICATE
SHALL PROVIDE THAT BENEFITS AND PREMIUMS UNDER THE POLICY
OR CERTIFICATE SHALL BE SUSPENDED (FOR ANY PERIOD THAT MAY
BE PROVIDED BY FEDERAL REGULATION) AT THE REQUEST OF THE
POLICYHOLDER OR CERTIFICATEHOLDER IF THE POLICYHOLDER OR
CERTIFICATEHOLDER IS ENTITLED TQ BENEFITS UNDER SECTION
226(b) OF THE SOCIAL SECURITY ACT AND IS COVERED UNDER A
GROUP HEALTH PLAN (AS DEFINED IN SECTION 1862(b)(1){A)(v) OF THE
SOCIAL SECURITY ACT). IF SUCH SUSPENSION OCCURS, AND IF THE
POLICYHOLDER OR CERTIFICATEHOLDER LOSES COVERAGE UNDER
THE GROUP HEALTH PLAN, THE POLICY OR CERTIFICATE SHALL BE
AUTOMATICALLY REINSTITUTED (EFFECTIVE AS OF THE DATE OF
LOSS OF SUCH COVERAGE) IF THE POLICYHOLDER OR
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CERTIFICATEHOLDER PROVIDES NOTICE_ OF LOSS OF COVERAGE
WITHIN 90 DAYS AFTER THE DATE OF SUCH LOSS OF COVERAGE.

[(C)] (D} Reinstitution of [such coverages:] COVERAGE AS
DESCRIBED IN SUBPARAGRAPHS (B) AND (C) OF THIS SUBDIVISION;

{i) Shall not provide for any waiting period with respect to
treatment of preexisting conditions;

(i) Shall provide for coverage which is substantially equivalent to
coverage in effect before the'rdate of suspension; and

(i) Shall provide for classification of premiums on terms at least
as favorable to the policyholder or certificateholder as the
premium classification terms that would have applied to the
policyholder or certificatehiolder had the coverage not been
suspended.

Sec. 3. Subdivision (5) of subsection (b) of Section 38a-495a-5 of the
Regulations of Connecticut State Agencies is amended to read as follows:

(5)  Coverage for the coinsurance amount, [{] or in the case of
hospital outpatient department services],] PAID UNDER A PROSPECTIVE
PAYMENT SYSTEM, the copayment amount, [)] of Medicare Eligible Expenses
under Part B regardiess of hospital confinement, subject to the Medicare Part B
deductible,

Sec. 4. Subdivision (9) of subsection (c) of Section 38a-495a-5 is amended to
read as follows: -

{9)  Preventive Medical Care Benefit: Coverage for the following
preventive health services:

(A) An annual clinical preventive medical history and physical
examination that may include tests and services from
Subparagraph (B) OF THIS SUBDIVISION and patient education
to address preventive health care measures.

(B} Any one or a combination of the following preventive
screening tests or preventive services, the frequency of which is
considered medically appropriate:

(1) [Fecatl occult blood test.and/or digital] DIGITAL rectal
examination; . '

{(ii) Mammogram;]

((ii)] (ii} Dipstick urinalysis for hematuria, bacteriura and
[proteinauria;] PROTEINURIA;

{(iv)] (iii) Pure tone (air only) hearing screening test,
administered or ordered by a physician;

[(v)] {iv) Serum cholesterol screening (every five (5)
years),

[{(vi)l (v) Thyroid funttion test;
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[(vii}] (vi} Diabetes screening.

(C) [Influenza vaccine administered at any appropriate time
during the year and] Tetanus and Diphtheria booster {every ten
(10) years).

(D) Any other tests or preventive measures determined
appropriate by the attending physician.

Reimbursement shall be for the actual charges up to
one hundred percent (100%) of the Medicare-approved
amount for each service, as if Medicare were to cover the
service as identified in American Medical Association Current
Procedural Terminology (AMA CPT) codes, to a maximum of
one hundred twenty dollars ($120) annuatly under this benefit.
This benefit shall not include payment for any procedure
covered by Medicare.

Sec. 5. Subsection (a) of Section 38a-495a-7 of the Regulations of
Connecticut State Agencies is amended to read as follows:

(a)

(1) [In the event that this State shall become a Medicare Select

State, this] THIS section shall apply to Medicare Select policies and
cerificates, as defined in this section.

(2) No policy or certificate may be advertised as a Medicare Select
policy or certificate unless it meets the requirements of this section.

Sec. 6. Section 38a-495a-8a is amended to read as follows:

(a)

(b)

Guaranteed lssue

(1) Eligible persons are those individuals described in subsection
(b) of this section who [apply] SEEK to enrolf under the policy [not
later than sixty-three (63) days after the date of the termination of
enrollment described in subsection (b),] DURING THE PERIOD
SPECIFIED IN SUBSECTION (c) OF THIS SECTION, and who
submit evidence of the date of termination or disenrollment with
the application for a Medicare supplement policy.

{2) With respect to eligible persons, an issuer shall not deny or
condition the issuance or effectiveness of a Medicare supplement
policy described in subsection [(c)] (e) of this section thatis
offered and is available for issuance to new enrollees by the
issuer, shall not discriminate inthe pricing of such a Medicare
supplement policy because of health status, claims experience,
receipt of health care, or medical condition, and shall not impose
an exclusion of benefits based on a preexisting condition under
such a Medicare supplement policy.

Eligible Persons

An eligible person is an individual described in any of the following
subdivisions:

(1) Theindividual is enrolted under an employee welfare
benefit plan that provides health benefits that supplement the
benefits under Medicare: and the plan terminates, or the plan
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ceases to provide all such supplemental health benefits to the
individual;

{2)  The individual is enrolled with a Medicare+Choice
organization under a Medicare+Choice plan under part C of
Medicare, and any of the following circumstances apply, {:] OR
THE INDIVIDUAL IS 65 YEARS OF AGE OR OLDER AND IS
ENROLLED WITH A PROGRAM OF ALL-INCLUSIVE CARE FOR
THE ELDERLY (PACE)} PROVIDER UNDER SECTION 1894 OF
THE SOCIAL SECURITY ACT, AND THERE ARE ‘
CIRCUMSTANCES SIMILAR TO THOSE DESCRIBED BELOW
THAT WOULD PERMIT DISCONTINUANCE OF THE
INDIVIDUAL'S ENROLLMENT WITH SUCH PROVIDER IF SUCH
INDIVIDUAL WERE ENROLLED IN A MEDICARE+CHOICE
PLAN;

{A) [The organization's or plan's certification {under this
part} has been terminated} THE CERTIFICATION OF THE
ORGANIZATION OR PLAN HAS BEEN TERMINATED or
the organization has terminated or otherwise discontinued
providing the plan in the area in which the individual
resides;

(B} The individual is no fonger eligible to elect the plan
because of a change in the individual's place of residence
or other change in circumstances specified by the
Secretary, but not including tepnination of the individual's
enrollment on the basis described in section 1851(g)(3)(B)
of the federal Social Security Act (where the individual has
not paid premiums on a timely basis or has engaged in
disruptive behavior as specified in standards under section
1856), or the plan is terminated for all individuals within a
residence area;

(C) The individual demonstrates, in accordance with
guidelines established by the Secretary, that: (i) The
organization offering the plan substantially violated a
material provision of the organization's contract under this
part in relation to the individual, including the failure to
provide an enrollee on a timely basis medically necessary
care for which benefits are available under the plan or the
failure to provide such covered care in accordance with
applicable quality standards; or (i} The organization, or
agent or other entity acting on the organization's behalf,
materially misrepresented the plan's provisions in
marketing the plan to the individuat; or

(D) The individual meets such other exceptional conditions
as the Secretary may provide.

{3) (A) The individual is enrolled with:
(i) An eligible organization under a contract under

Section 1876 OF THE SOCIAL SECURITY ACT
(Medicare [risk or] cost);
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(ii) A similar organization operaling under
demonstration project authority, effective for pericds
before April 1, 1999;

(iiiy An organization under an agreement under
Section 1833(a)(1)(A) OF THE SOCIAL SECURITY
ACT (health care prepayment plan); or

(iv} An organization under a Medicare Select policy;
and

(B) The enrollment ceases under the same circumstances
that would permit discontinuance of an individual's election
of coverage under subdivision (2) OF THIS SUBSECTION.

(4)  The individual is en_rolled under a Medicare supplement
policy and the enroliment ceases because:

{A) {i) Of the insolvency of the issuer or bankruptcy of the
nonissuer organization; or

(i) Of other involuntary termination of coverage or
enrollment under the policy;

(B) The issuer of the policy substantiaily violated a material
provisicn of the policy; or

(C) The issuer, or an agent or other entity acting on the
issuer's behalf, materially misrepresented the policy’s
provisions in marketing the policy to the individual.

(5} (A} The individual was enrolled under a Medicare
supplement policy and terminates enrollment and subsequently
enrolls, for the first time, with any Medicare+Choice organization
under a Medicare+Choice plan under part C of Medicare, any
eligible organization under a contract under Section 1876 OF THE
SOCIAL SECURITY ACT (Medicare [risk or] cost), any similar
organization operating under demonstration project authority, [an
organization under an agreement under section 1833(a)(1)(A)
{health care prepayment plan),] ANY PACE PROVIDER UNDER
SECTION 1894 OF THE SOCIAL SECURITY ACT, or a Medicare
Select policy; and

(B) The subsequent enroliment described in subparagraph
(A) OF THIS SUBDIVISION s terminated by the enrolice during
any period within the first twelve (12) months of such subsequent
enrollment (during which the enrolles ig permitted to terminate
such subsequent enrollment under section 1851(e) of the federal
Social Security Act); or

(6) The individual, upon first becoming eligible for benefits
under part A of Medicare at age 65, enrolls in a Medicare+Choice
plan under part C of Medicare, OR WITH A PAGE PROVIDER
UNDER SECTION 1894 OF THE SOCIAL SECURITY ACT, and
disenrolls from the plan OR PROGRAM by not later than twelve
(12) months after the effective date of enrollment.
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(c) GUARANTEED ISSUE TIME PERIODS

(d)
PERIODS

(1)

(1) INTHE CASE OF AN INDIVIDUAL DESCRIBED IN
SUBDIVISION (1) OF SUBSECTION (b) OF THIS SECTION, THE
GUARANTEED ISSUE PERIOD BEGINS ON THE DATE THE
INDIVIDUAL RECEIVES A NOTICE OF TERMINATICN OR
CESSATION OF ALL SUPPLEMENTAL HEALTH BENEFITS
(OR, IF SUCH NOTICE IS NOT RECEIVED, NOTICE THAT A
CLAIM HAS BEEN DENIED BECAUSE OF SUCH A
TERMINATION OR CESSATION) AND ENDS 63 DAYS AFTER
THE DATE CF THE APPLICABLE NOTICE;

(2)  INTHE CASE OF AN INDIVIDUAL DESCRIBED IN
SUBDIVISIONS (2), (3), (5) OR (6) OF SUBSECTION (b) OF
THIS SECTION WHOSE ENROLLMENT IS TERMINATED
INVOLUNTARILY, THE GUARANTEED ISSUE PERIOD BEGINS
ON THE DATE THAT THE INDIVIDUAL RECEIVES A NOTICE
OF TERMINATION AND ENDS 63 DAYS AFTER THE DATE
THE APPLICABLE COVERAGE IS TERMINATED;

(3)  IN THE CASE OF AN INDIVIDUAL DESCRIBED IN
SUBPARAGRAPH (A} OF SUBDIVISION (4) OF SUBSECTION
(b) OF THIS SECTION, THE GUARANTEED ISSUE PERIOD
BEGINS ON THE EARLIER OF: (A) THE DATE THAT THE
INDIVIDUAL RECEIVES A NOTICE OF TERMINATION, A
NOTICE OF THE ISSUER'S BANKRUPTCY OR INSOLVENCY,
OR OTHER SIMILAR NOTICE IF ANY, AND (B) THE DATE
THAT THE APPLICABLE COVERAGE IS TERMINATED, AND
ENDS 63 DAYS AFTER THE DATE THE COVERAGE IS
TERMINATED;

(4)  IN THE CASE OF AN INDIVIDUAL DESCRIBED IN
SUBDIVISION (2), (5) OR (6) OF SUBSECTION (b) OF THIS
SECTION OR SUBPARAGRAPH (B) OR (C) OF SUBDIVISION
(4) OF SUBSECTION (b).OF THIS SECTION WHO
DISENROLLS VOLUNTARILY, THE GUARANTEED ISSUE
PERIOD BEGINS ON THE DATE THAT IS 60 DAYS BEFORE
THE EFFECTIVE DATE OF THE DISENROLLMENT AND ENDS
ON THE DATE THAT IS 63 DAYS AFTER THE EFFECTIVE
DATE; AND

(5)  INTHE CASE OF AN INDIVIDUAL DESCRIBED IN
SUBSECTION (b) BUT NOT DESCRIBED IN THE PRECEDING
SUBDIVISIONS OF THIS SUBSECTION, THE GUARANTEED
ISSUE PERIOD BEGINS ON THE EFFECTIVE DATE OF
DISENROLLMENT AND ENDS ON THE DATE THAT IS 63
DAYS AFTER THE EFFECTIVE DATE.

EXTENDED MEDIGAP ACCESS I:OR INTERRUPTED TRIAL

IN THE CASE OF AN INDIVIDUAL DESCRIBED IN

SUBDIVISION (5} OF SUBSECTION () OF THIS SECTION (OR
DEEMED TO BE SO DESCRIBED, PURSUANT TO THIS
SUBDIVISION) WHOSE ENROLLMENT WITH AN ORGANIZATION OR
PROVIDER DESCRIBED IN SUBPARAGRAPH (A} OF SUBDIVISION
(5) OF SUBSECTION (b) OF THIS.SECTION IS INVOLUNTARILY
TERMINATED WITHIN THE FIRST 12 MONTHS OF ENROLLMENT,
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AND WHO, WITHOUT AN INTERVENING ENROLLMENT, ENROLLS
WITH ANOTHER SUCGH ORGANIZATION OR PROVIDER, THE
SUBSEQUENT ENROLEMENT SHALL BE DEEMED TO BE AN INITIAL
ENROLLMENT DESCRIBED iN SUBDIVISION (5) OF SUBSECTION (b)
OF THIS SECTION;

{2)  IN THE CASE OF AN INDIVIDUAL DESCRIBED IN
SUBDIVISION (8) OF SUBSECTION (b} OF THIS SECTION {OR
DEEMED TO BE SO DESCRIBED, PURSUANT TO THIS
SUBDIVISION) WHOSE ENROLLMENT WITH A PLAN OR IN A
PROGRAM DESCRIBED IN SUBDIVISION {6) OF SUBSECTION (b) OF
THIS SECTION 1S INVOLUNTARILY TERMINATED WITHIN THE
FIRST 12 MONTHS OF ENROLLMENT, AND WHO, WITHOUT AN
INTERVENING ENROLLMENT, ENRQLLS IN ANOTHER SUCH PLAN
OR PROGRAM, THE SUBSEQUENT ENROLLMENT SHALL BE
DEEMED TO BE AN INITIAL ENROLLMENT DESCRIBED IN
SUBDIVISION (6) OF SUBSECTION (b) OF THIS SECTION; AND

(3) FOR PURPOSES OF SUBDIVISIONS (5) AND (6) OF
SUBSECTION (b) OF THIS SECTION NO ENROLLMENT OF AN
INDIVIDUAL WITH AN ORGANIZATION OR PROVIDER DESCRIBED
IN SUBPARAGRAPH (A) OF SUBDIVISION (5) OF SUBSECTION (b)
OF THIS SECTION, OR WITH A PLAN OR IN A PROGRAM
DESCRIBED IN SUBDIVISION (6} OF SUBSECTION (b) OF THIS
SECTION, MAY BE DEEMED TO BE AN INITIAL ENROLLMENT
UNDER SUBDIVISIONS (1) AND (2) OF THIS SUBSECTION AFTER
THE 2-YEAR PERIOD BEGINNING ON THE DATE ON WHICH THE
INDIVIDUAL FIRST ENROLLED WITH SUCH AN ORGANIZATION,
PROVIDER, PLAN OR PROGRAM.

[(c)] (e} Products to Which Eligible [Person] PERSONS are Entitled
The Medicare supplement policy to which eligible persons are entitled under:

(1) Subdivisions (1), {2), (3) and (4} of subsection (b) OF THIS
SECTION is a Medicare supplement policy which has a benefit package
classified as Plan A, B, C, or F offered by any issuer.

(2)  Subdivision (5) of subsection (b} OF THIS SECTION is the same
Medicare supplement policy in which the individual was most recently
previously enrolled, if available from the same issuer, or, if not so
available, a policy described in subdivision (1) OF THIS SUBSECTION.

(3)  Subdivision (8} of subsection {b) OF THIS SECTION shall include
any Medicare supplement policy offered by any issuer.

[(d)] { Notification provisions

(1) At the time of an event described in subsection (b} of this section
because of which an individual loses coverage or benefits due to the
termination of a contract or agreement, policy, or plan, the organization
that terminates the contract or agreement, the issuer terminating the
policy, or the administrator of the plan being ferminated, respectively,
shall notify the individual of his or her rights under this sectiocn, and of the
obligations of issuers of Medicare supplement policies under subsection
(a). Such notice shall be communicated contemporaneously with the
notification of termination,
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(2} Atthe time of an event described in subsection (b) of this section
because of which an individual ceases enrollment under a contract or
agreement, policy, or plan, the organization that offets the contract or
agreement, regardiess of the basis for the cessation of eproliment, the
issuer offering the pelicy, or the administrator of the plan, respectively,
shall nofify the individual of his or her rights under this section, and of the
obligations of issuers of Medicare supplement policies under subsection
(a). Such notice shall be communicated within ten working days of the
issuer receiving notification of disenrollment.

Sec. 7. Subdivision (6) of subsection (a) of Section 38a-495a-13 is
amended to read as follows:

(6)  (A) Issuers of accident and sickness policies or certificates which
provide hospital or medical expense coverage on an expense incurred or
indermmity basis to [a person(s)] PERSONS eligible for Medicare shall
provide to those applicants a Guide to Health Insurance for People with
Medicare in the form developed jointly by the National Association of
Insurance Commissioners and the Health Care Financing Administration
and in a type size no smaller than 12 point type. Delivery of the Guide
shall be made whether or not such policies or certificates are advertised,
solicited or issued as Medicare supplement policies or certificates as
defined in this reguiation. Except in the case of direct response issuers,
delivery of the Guide shall be made to the applicant at the time of
application and acknowledgment of receipt of the Guide shalf be
obtained by the issuer. Direct response issuers shall deliver the Guide to
the applicant upon request but not later than at the time the policy is
delivered

(B) For the purposes of this section, “form” means the fanguage,
format, type size, type proportional spacing, bold character, and line
spacing.

Sec. 8. Subdivision (4) of subsection (c) of Section 38a-495a-13 is
amended o read as follows:

(4} The following items shall be included in the oulline of coverage in
the order prescribed below.

PREMIUM INFORMATION

We (insert issuer's name) can only raise your premium if we raise the
premium for all policies like yours in this State. [(If the premium is based on
the increasing age of the insured, include information specifying when
premiums will change.))

. DISCLOSURES
Use this outline to compare benefits and premiums among policies.
READ YOUR POLICY VERY CAREFULLY

This is only an oulline describing your policy’s most important features.

The policy is your insurance contract. You must read the policy itself to
understand all of the rights and duties of both you and your insurance
company.

RIGHT TO RETURN POLICY

If you find that you are not satisfied with our policy, you may return it to
(insert issuer's address). If you send the policy back to us within 30 days after
you receive it, we will treat the policy as if it had never been issued and refurn
all of your payments.

POLICY REPLACEMENT
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If you are replacing another health insurance policy, do NOT cancel it until

you have actually received your new policy and are sure you want to keep it.
NOTICE

This policy may not fully cover all of your medical costs.

(for agents:}

Neither (insert company's name) nor its agents are connected with
Medicare.

(for direct response:) : o

{insert company’s name) is not connected with Medicare.

This ouiline of coverage does not give all the details of Medicare coverage,
Contact your local Social Security Office or consult ['The Medicare

" Handbook™] THE Medicare & You HANDBQOK for more details.
COMPLETE ANSWERS ARE VERY IMPORTANT

When you fill out the application for the new palicy, be sure to answer
truthfully and completely all questions about your medical and health history.
The company may cancel your policy and refuse to pay any claims if you leave
out or faisify important medical information, (If the policy or certificate is
guaranteed issue, this paragraph need not appear.)

Review the application carefully before you sign it. Be certain that all
information has been properly recorded.

(Include for each plan prominently identified in the cover page, a chart
showing the services, Medicare payments, plan payments and insured
payments for each plan, using the same language, in the same order, using
uniform layout and format as shown in the charts below. No more than four
plans may be shown on one chart. For purposes of illustration, charts for each
plan are included in this regulation. An issuer may use additional benefit plan
designations on these charts pursuant to Section 38a-495a-6(d).[)] FOR
PURFOSES OF ILLUSTRATION, THE CHARTS BELOW DISPLAY IN
PARENTHESES DOLLAR AMOUNTS THAT VARY IN ACCORDANCE WITH
THE MEDICARE PROGRAM. ISSUERS SHALL REVISE SUCH DOLLAR
AMOUNTS AS NECESSARY TO ENSURE THAT QUTLINES OF
COVERAGE CONTAIN INFORMATION THAT IS CURRENT AT THE TIME
THE OUTLINES ARE PROVIDED TO-CONSUMERS.)

(Include an explanation of any innovative benefits on the cover page and in
the chart, in a manner approved by the commissioner.)

(Mustrative charts follow)
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Sec. 9. Theillustrative charts that follow subsection (¢) of Section 38a-
495a-13 of the Regulations of Connecticut State Agencies are amended as

follows:

PLAN A

MEDICARE (PART A}-HOSPITAL SERVICES-PER BENEFIT PERIOD

* A benefit perlod begins on the first day you recelve service as an inpatignt
out of the hospital and have nol received skifled care in any other facility for

in a haspital and ends after you have been
60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivale room and board,
general nursing and
miscellaneous services and
supplles
First 60 days [All but ${764)) Al but 50 [$(764) (Part A Deductible)}
${812) $(812) (Part A Deductible)
Bst thru 90t day [ARbUL $(191) a day) Al | (Al but ${191) a day] $0
but $(203) a day $(203} a day
91st day and afer:
~While using 60 lifetims
reserve days [Allbut $(382) a day] All | [${382) a day} ${40G}a | $0
but ${406} a da day
--Once lifetime reserve days
are used:
~Additional 365 days 30 100% of Meticare 0
--Beyond the Additional 365 Eligible Expenses
days 50 50 All Costs
SKILLED NURSING FACILITY
CARE*
‘You must meet Medicara's
requirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility within 30 days
alter leaving the hospilal
First 20 days AH approved amounts $0 0
21st thru 1001h day [All but $(95.50) a day) 50 [Up to $(95.50) a day} Up to
All but ${101.50) a da $(101.50) 2 day
101st day and afer $0 50 All cosis
BLOOD
First 3 pints 50 3 pints $0
AddRional amotnls 100% $0 50
HOSPICE CARE
Available as long as your doctor | All but very limited $0 Balance
cerlifies you are terminally il and | coinsurance for out-
your elect to receive these patienl drugs ang
services inpatient respile care

2 NOTICE: WHEN YOUR MEDICARE PART A HOSPITAL BENEFITS ARE EXHAUSTED, THE INSURER STANDS IN
THE PLACE OF MEDICARE AND WILL PAY WHATEVER AMOUNT MEDICARE WOULD HAVE PAID FOR UP TO AN
ADDITIONAL 365 DAYS AS PROVIDED IN THE POLICY'S “CORE BENEFITS." DURING THIS TIME THE HOSPITAL
IS PROHIBITED FROM BILLING YOU FOR THE BALANCE BASED ON ANY DIFFERENCE BETWEEN ITS BILLED
CHARGES AND THE AMOUNT MEDICARE WOULD HAVE PAID.
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PLAN A

MEDICARE (PART B}-MEDICAL SERVICES-PER CALEMDAR YEAR

*0Once you have been bifted $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk),
your Part B Deductible [wil] WILL. have been met for the catendar year.

SERVICES

MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES-
IN OR QUT OF THE HOSPITAL
AND QOUTPATIENT HOSPITAL
TREATMENT, such as Physiclan's
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment,
First $100 of Medicare
Approved Amounls™
Remainder of Medivare
Approved Amounts
Part B Excess Charges (Above
Medicare Approved Amounts)

$0 $0 $100 (Part B Deductible)
Generally 80% Generally 20% $0

30 $0 All Cosls

BLOOD

Flrst 3 pints

Next $100 of Medicare Approved
Ameunts®

Remainder of Medicare Approved
Amaunts

50 All Costs $0
50 30 $100 {Pant B Deductible}
80% 20% $0

CLINICAL LABORATORY
SERVICES~BLOOD TESTS FOR
DIAGNOSTIC SERVICES

100% $0 30

PARTS A& 8

SERVICES

MEDICARE PAYS PLAN PAYS ] YOU PAY

HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
~Medically necessary skilled
care services and medical
supplies
-~Durable medical equipment
First $100 of Medicara
Approved Amounts*
Remalnder of Medicare
Appraverd Amounts

100% 50 0

50 %0 $100 (Part B Deductible}

B0% 20% 50
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PLAN B

MEDICARE {(PART A)-HOSPITAL SERVICES-PER BENEFIT PERIOD

* A benefil perod begins on the first day you recelve service as an inpatient In a hospital and ends aftar you have been
out of the hospital and have not received skilled care in any other facility for 50 days In a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION”
Semiprivale room and board,
general nursing and
miscellaneous services and
supplies
First 60 days Al but $(764)] All but [$(784) (Part A $0
$(812) Deductible)] $(812)
(Part A Deductible)
Gist thre 90th day [Allbut ${191} & day} Al | [5(191) a day] $(203)a | $0
but ${203) a da day
91st day and afler:
~While using 60 lifetime
reserve days [AN but ${382) a day] Al | [$(382) a day] $[406}a | $O
but ${406) a day day
-Onee lifetime reserve days
are used:
~Additional 365 days $0 100% of Medicare 80
~Beyond the Additional 365 Eligible Expenses
days $0 50 All Costs
SKILLED NURSING FACILITY
CARE *
‘four must maet Medicare's
requirements, including having
been in & hospital for at least 3
days and enlered a Medicare-
been approved facilily within 30
days after leaving the hospital
First 20 days All approved amounts 30 $0
[All but $(95.50) & day] 50 {Up to $(55.50) a day] Up to
21stthiy 100th day Al but $(101,50) a dar $(101,50} a day
101st day and after $0 30 All costs
BLOOD
First 3 pints 30 3 pints 30
Addittonal amounts 100% $0 50
HOSPICE CARE
Available as long as your doctor | All but very limited 30 Bafance
certifies you are terminally ill and | coinsurance for out-
you elect Lo receive lhese patlent drugs and
services inpalient respite care

I NOTICE: WHEN YOUR MEDICARE FART A HOSPITAL BENEFITS ARE EXHAUSTED, THE INSURER STANDS IN
THE PLACE OF MEDICARE AND WILL PAY WHATEVER AMOUNT MEDICARE WOULED HAVE PAID FOR UP TO AN
ADDITIONAL 365 DAYS AS PROVIDED N THE POLICY'S *CORE BENERTS." DURING THIS TIME THE HOSPITAL
1S PROHIBITED FROM BILLING YOU FOR THE BALANCE BASED ON ANY DIFFERENCE BETWEEN ITS BILLED
CHARGES AND THE AMCUNT MEDICARE WOULD HAVE PAID.
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NAME OF AGENCY
INSURANCE DEPARTMENT

SECTION 1

PLANB

WMEDICARE (PART B)-MEDICAL SERVICES-PER CALENDAR YEAR

"Once you have been billed $100 of Medicare-Approved amounts for covered services {which are noted with an asterisk),
your Part B Deductible [wi] WILL have been met for the calendar year,

SERVICES

MEDICARE PAYS PLAN PAYS YoU PAY

MEDICAL EXPENSES--
IN OR OUTY OF THE HOSPITAL
AND OUTPATIENT HOSFITAL
TREATMENT, such as Physician's
services, inpatient and cutpratient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment,
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts
Part B Excess Chaiges {Above
Medicare Approved Amoumnts)

30 $0 $100 (Part B Deductible)
Generally 80% Generally 20% $0

$0 30 All Costs

BLOOD

First 3 pints

Mext $100 of Medicare Approved
Amounts®

Remainder of Medicare Approved
Amounts

$0 All Costs 50
30 0 $100 (Part B Deductible)
80% 20% 50

CLINICAL LABORATORY
SERVICES-BLOOD TESTS FOR
DIAGNOSTIC SERVICES

100% 50 $0

PARTS AL B

SERVICES

MEDICARE PAYS | PLAN PAYS ] YOU pay

HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
~Medically necessary skitted
care services and medical
supplies
~Durable medical equipment
First $100 of Medicara
Approved Amounts*
Remainder of Medicare
Approved Amounts

100% $0 %0

$0 $0 $100 (Part B Deductible)

0% 0% 30
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NAME OF AGENCY
INSURANCE DEPARTMENT
SECTION ]
FLANC

MEDICARE (PART A}-HOSPITAL SERVICES-PER BENEFIT PERIOD

“ A benefit period begins on the first day you receive sarvice as an inpatient in & hospital and ends afler you have been
out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and mis-
cellaneous services and
supplies
First 60 days (AN bl ${764)] All but [$(754) (Part A 50
5(812) Deductibie)] ${812)
{Part A Dedyctible)
st thnr 90th day [Alt but ${191} & day] All | [$(191) a day] ${203)a | 30
but ${203) a day day
815t day and afer:
~While using 60 fifetime
reserve days [Albut $(362) a day] All | [$(382) a day} $(406)a | 30
but ${406) a da day
--Once lifetime reserve days
are used:
—Additional 365 days $0 100% of Medicare s0 >
--Beyond the Additional 365 Eligible Expensas
days 30 30 All Cosls
SKILLED NURSING FACILITY
CARE*
You must meet Medicare's
requirements, including having
been in a hospilal for at least 3
days and entered a Medicare-
approved Facility within 30 days
after leaving the hospital
First 20 days All approved amounts $0 $0
215! thru 100th day [All but ${95.50) a day] ${Up to ${95.50) a day] | $0
All but ${101.50} a day Up to ${101.50) a da
101sl day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints 50
Additional amotmis 100% $0 50
HOSPICE CARE $0 Balance
Avallable as tong as your doctor | Al but very limited
certifies you are terminally il and | coinsurance for out-
you elect to receive lhese palient drugs and
services inpatient respite care

2% NOTICE: WHEN YOUR MEDICARE PART A HOSPITAL 8
THE PLACE OF MEDICARE AND WILL PAY WHATEVER AM

ADDITIONAL 365 DAYS AS PROVIDED IN THE POLICY'S

1S PROHIBITED FROM BRLLING YOU FOR THE BALANCE
CHARGES AND THE AMOUNT MEDICARE WOULD HAVE

ENEFITS ARE EXHAUSTED, THE INSURER STANDS IN
IOUNT MEDICARE WOULD HAVE PAID FOR UP TO AN
"CORE BENEFITS."” DURING THIS TIME THE HOSPITAL
BASED ON ANY DIFFERENCE BETWEEN ITS BILLED
PAID.
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NAME OF AGENCY
INSURANCE DEPARTMENT

SECTION 1

PLANC

MEDICARE {PART B}-MEDICAL SERVICES-PER CALENDAR YEAR

*Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk),
your Part B Deductible [wil] WILL have been mei for the calendar year,

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES~
IN OR QUT OF THE HOSFITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physlcian’s
services, inpatient and oulpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnoslic tests, durable
medical equipment,
First $100 of Medicare
Approved Armotrits®
Remainder of Medicare
Approved Ampunts
Part B Excess Charges (Above
Medicars Approved Amounts)

$0
Genarally 80%

50

%100 {Pert B Deductible)
Generally 20%

50

All Costs

$0
50

BLOOD

First 3 pints

Next §100 of Medicare Approved
Amounis*

Remainder of Medicare Appraved
Amounls

50
50

Bi%

All Cosls
$100 (Part B Deductible}

20%

0
$0
30

CLINICAL LABORATORY
SERVICES-ELOOD TESTS FOR
DIAGNOSTIC SERVICES

100%

50

%0

PARTS A& B

SERVICES

MEDICARE PAYS

PLAN PAYS |

YOU PAY

HOME HEALTH CARE

MEDICARE AFPROVED

SERVICES

~Medically nocessary skilled
caie services and medical
supplies

—Durable medical equipment
First $100 of Medicare
. Approved Amounts*
Remainder of Medicare

Approved Amounts

f00%

$0
B0%

$0

$100 {Part B Deductible)

20%

$0

$0
$o

OTHER BENEFITS--NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS ]

YOU PAY

FOREIGN TRAVEL-.

NOT COVERED BY MEDICARE

Medically necessary emergency

care services fbegining]

BEGINNING during Ehe first 60

days of each trip outside the USA
Firsl $250 each calendar year
Remainders of charges

$0
50

%0
B0% 1o a lifetime max-
imum benefil of $50,000

$250
20% and amounts over
the $50,000 lifetlme

{maxiumum] MAXIMUM
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NAME OF AGENCY
INSURANCE DEPARTMENT

SECTION 1

PLAND
MEDICARE (PART A}-HOSPITAL SERVICES-PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends alter you have bean
out of the haspitat and have not received skilled care In any other facilily for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU FAY
HOSPTALIZATION*
Semiprivate room and board,
general nursing and mis-
cellaneous services and
supplies
First 60 days [All but 3¢764)] All but [8(764) {Parl A Deductible)} | $0
5(812) $(812) {Part A Deductible}
61st thru S0th day [All but ${19%) & day] All | [$(191) a day] $0
bul ${203) a day
91st day and after:
~While using 60 lifetima
reserve days {Al but $(382) a day] All | {5(382) a day] ${406)a day | 5O
but $(406) a day
=--Once lifatime reserve days
are used;
—Additional 365 days 50 100% of Medicare ENgibile $0
~Beyond the Additienal 365 Expenses
days 30 30 All Caosts
SKILLED NURSING FACILITY
CARE*
You must meet Medicare's
requirerments, including having
been in a hospilal for af least 3
days and entered a Meadicare-
approved facllity wilhin 30 days
after leaving the hospital
First 20 days All approved amounts $0 $0
2ist thru 100th day [ADl bul $(95.50} a day] [Up to $(95.5C) a day] Uplo | $0
All but $410.50) 8 day ${101.50) 8 day
1615t day end afer $0 50 All costs
BLOOD
Firsl 3 pints S0 3 pints 50
Additianal amounts 100% 50 $0
HOSPICE CARE
Avallable as long us your doctor | AN but very limited $0 Balanca
certifies you are terminally il and | coinsurance for oul-
you elect to recelva these patlent drugs and
Services inpatient respite care

2 NOTICE; WHEN YOUR MEDICARE PART A HOSPITAL BENEFITS ARE EXHAUSTED, THE INSURER STANDS IN
THE PLAGE OF MEDICARE AND WILL PAY WHATEVER AMOUNT MEDICARE WOULD HAVE PAID FOR UP TO AN
ADDITIONAL 365 DAYS AS PROVIDED IN THE POLICY'S *CORE BENEFITS.” DURING THIS TIME THE HOSPITAL
15 PROHIBITED FROM BILLING YOU FOR THE BALANCE BASED ON ANY DIFFERENCE BETWEEN ITS BILLED
CHARGES AND THE AMOUNT MEDICARE WOULD HAVE PAID.
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NAME OF AGENCY
INSURANCE DEPARTMENT

SECTION 1

PLAND

MEDICARE (PART B)-MEDIGAL SERVICES-PER CALENDAR YEAR

*Onee you have been bited $100 of Medicare-Approved am
your Part B Deduclible will have been met for the calendar y

ounis for covered services (which are noted with an asterisk),

BERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES-
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician's
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnoslic tests, durable
medical equipment,
First $100 of Medicare
Approved Amourits*
Remainder of Medicare
Approved Amounts
Part B Excess Charges {Above
Medicare Approved Amounts)

50
Generally 80%
$0

30
Generally 20%
$0

$100 (Part B Deductible)
50

All Cosls

BLOOD
Firsy 3 pints
Next $100 of Medicare Approved
Amounts*
Remainder of Medicare Approved
Amounls

$0
%0
80%

Al Cosls
%0
0%

$0
$100 (Part B Deductible}

$0

CLINICAL LABORATORY
SERVICES-BLOOD TESTS FOR
DIAGNOSTIC SERVICES

100%

$0

30

[(continued)]
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NAME OF AGENCY
INSURANCE DEPARTMENT
SECTION 1
'
PLAN D [{continued)]
PARTS AZB
SERVICES MEDICARE PAYS | PLAN PAYS YOU PAY ]
HOME HEALTH CARE
MELNCARE APPROVED
SERVICES
—Medically necessary skilled
care services and medical
supplies 100% $0 $0
—Durable medical equiprant
First $100 of Medicare
Approved Amounts* $0 50 $100 (Part B Deductible)
Remainder of Medicare |
Approved Amounts B0% 20% $0
AT-HOME RECOVERY
SERVICES--NOT COVERED BY
MEDICARE
Home care certiffed by your doclor,
for personal care during recavery
from an injury or sickness for which
Medicare approved a Home Care
Treatment Plan
—Benefit for each visit 0 Actual Charges to $40 a Balance
visit
~Mumber of visils covered $0 Up to the number of
{must be received within 8 Medicare Approved visits,
weeks of last Medicare not to exceed 7 each
Approved visit) week
—Calendar year maxtmum $0 $1,600
OTHER BENEFITS-NOT COVERED BY MEDICARE
SERVICES MEDICARE PAYS | PLAN PAYS { YOU PAY
FOREIGN TRAVEL~
NOT COVERED BY MEDICARE
Medically necessary emergency
care services [begining]
BEGINNING during ihe first 60
days of gach trip owtside the USA
First $250 each calendar year $0 50 $250
Remainder of charges $0 80% to a lifetime max- 20% and amounts over
imurn benefit of $50,000 the $50,000 lifetime

[maxiumum] MAXIMUM
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NAME OF AGENCY
INSURANCE DEPARTMENT
SECTION 1
PLAMNE

MEDICARE (PART A}HOSPITAL SERVICES-PER BENEFIT PERIOD

* A benefit period begins on the first da
out of the hospital and have not receiv

Y you receive service as an inpalient in a hospitai and ends after you have heen
ed skilled care in any other facllity for 60 days in a row.

SERVICES MEDICARE PAYS FPLAN PAYS YOU PAY
HOSPITALIZATION®
Semiprivale room and board,
general nursing and
miscellaneous services and
supplies
First 60 days [ANbut $(764)) All but [$(764) (Part A 50
$(812) Deductible)] $(812)
{Parl A Deductible)
613t thru 90th day [Allbut $(191) 2 day] All | [${197) a day] ${203)a | $0
but ${203) a da day
91st day and after:
~While rsing 80 iifetima
reserve days [Af but $(382) a dayl ANl | [$(3B2) a day] $(406}a | $0
but ${405) a da day
—Once Kfelime reserve days
are used:
~-Additional 365 days $0 100% of Medicare 0
--Beyond the Additional 365 Eligible Expenses
days $0 50 All Costs
SKILLED NURSING FACILITY
CARE*
You must mesl Medicare’s
requirements, Including having
been in a hospital for at least 3
days and enlered a Medicare-
appitved facility within 30 days
after Isaving the hospilal
First 20 days All approved amounts 30 $0
215t thru 100th day [Adl but $(85.50) a day] ${Up to $(95.50} a day] | 50
All but ${10%.50) a da Up to ${101.50) a day
1018t day and afler 30 ¢} All costs
BLOOD
First 3 pints 30 3 pints 50
Addltional smounis 100% 30 %0
HOSPICE CARE
Available as long as your dostor | All bul very limited $0 Balance
cedtifies you are terminaffy ill and | coinsurance for out-
you elect fo receive lhese patient drugs and
services Inpatient 1espite care

I NOTICE: WHEN YOUR MEDICARE PART A HOSPITAL BENEFITS ARE EXHAUSTED, THE INSURER STANDS IN
THE PLACE OF MEDICARE AND WILL PAY WHATEVER AMOUNT MEDICARE WOULD HAVE PAID FOR UP TO AN
ADDITIONAL 365 DAYS AS PROVIDED IN THE POLICY'S "CORE BENEFITS," DURING THIS TIME THE HOSPITAL
IS PROHIBITED FROM BILLING YOU FOR THE BALANCE BASED ON ANY DIFFERENCE BETWEEN ITS BILLED .
CHARGES AND THE AMOUNT MEDICARE WOULD HAVE PAID.
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MNAME OF AGENCY
INSURANCE DEPARTMENT
SECTION 1
PLAN E

MEDICARE (PART B}-MEDICAL SERVICES-PER CALENDAR YEAR

*Once you have been billed $100 of Medieare-Approved amounts for covered services
your Part B Deductible {wii] WILL have been met for the calendar year.

(which are noted with an asterisk),

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND QUTPATIENT HOSPITAL
TREATMENT, such as Physician's
sefvices, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic tesls, durable
medical equipment,
First $100 of Medlcare
Approved Amounis*
Remainder of Medicare
Apgroved Amounts
Part B Excess Charges (Above
Medicare Approved Amounts)

50
Generally 80%

50

50
Generally 20%

%0

3100 (Part B Deductible)
50
All Costs

BLOOD

First 3 pints

Next $100 of Medicare Approved
Amoupis*

Remainder of Medicare Approved
Amounts

50
50
80%

All Costs
30
20%

$0
$100 {Part B Deductible)
30

CLINICAL LABORATORY
SERVICES--BLOOD TESTS FOR
DIAGNOSTIC SERVICES

100%

$0

$0

PARTS A& B

SERVICES

MEDICARE PAYS

[ PLANPAYS

I YOU PAY

HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
--Medfcally necessary skilled

care setvices and medical

supplies
~Burable medicat equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounls

100%

$0
80%

50

0

20%

50

$100 (Part B Deductible)
30
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NAME OF AGENCY
INSURANCE DEPARTMENT

SECTION t

PLAN E [{continued)]

OTHER BENEFITS-NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL--

NOT COVERED BY MEDICARE

Medically necessary emergency

care services [begining)

BEGINNING during the first 60

days of each Irip oulside the USA
First $250 each calendar year
Remainder of charges

$0
50

$0
80% to a lifetinta max-
mum benefit of $50,000

$250

20% and amaounts over the
$50,000 lifelime [maxiurmum)
MAXIMUM

*PREVENTIVE MEDICAL CARE
BENEFIT--NOT COVERED BY
MEDICARE
Some annual physical and
pieventive tests and services such
as: digital rectal exam, hearing
screening, dipstick urinalysis,
diabetes screening, thyroid
function lest, tetanws and
[diptheria] DIPHTHERIA boaster
and education, adrminislered or
ordered by your doctor when not
covered by Medicare

First $120 each calendar year

Additional charges

$0
30

$120
30

50
All Costs

* Medicare benefits are subject to change. Please consult the lalest Guide fo Heslth Insuranca for Peopie With Medicare.
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NAME OF AGENCY
INSURANCE DEPARTMENT

SECTION 1

PLAN F or HIGH PEDUCTIBLE PLAN F

MEDICARE {(PART A)-HOSPITAL SERVICES-PER BENEFIT PERIOD

* A benefit period begins on the first da
out of the hospital and have not receiv

**This high deductible ptan pays the same or offers the same be
year [[$1500)] ${1620} deductible. Benefits from the hi

¥ you receive service as an inpatlent in a hospitat end ends after you have been
ed skilled care in any other facility for 80 days in a row.

nefits as Plan F after one has patd 2 catendar
gh deductible Plan F will not begin until out-of-pocket

expensas are [($1600).] $(1620), Out-of-pocket expenses for this deductible are expenses that world ordinarily
be pald by the policy. This includes thie Medicare deductibles far Part A and Part B, bt does not include the
plan's separate foreign travel emergency deductible.

certifies you are terninally il and
you elect to receive thesa services

coinsurance for out-patient
drugs and inpatienl respite
cave

AFTER YOU PAY [$1500) IN ADDITION TO [$1500]
$(1620) DEDUCTIBLE,** ${t520) DEDUCTIBLE,"
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and beard,
general nursing and miscellaneous
services and supplies
First 60 days [All but $(754)] ANl but [$(764) (Pari A Deductible)] | $6
5812} {${812} (Part A Deductible)
61st thru 80th day [Alfbut $(191} a day] All [3(191) a day] $(203) a dav $0
but ${203) a da
21st day and afler:
~While using 60 lifetime
resaerve days [Al but $(382) a day] AN [$(382) a day] $(406) a day 50
bui ${406) a day
--Once lifetima reserve days are
used: 100% of Medlcare Efgibla
--Additional 365 days $0 Expenses )
—Beyond the Additional 365 $0
days 50 All Costs
SKILLED NURSING FACILITY
CARE*
You must theet Medicare’s
requirements, including having
been in a hospital for at least 3
days and entered a Medicare-
appraved facility within 30 days
after leaving the hospital
Flrst 20 days All approved amounts 0 $0
218t thre 1001h day [All but $(95.50) a day] Al | {Up to $(95.50) a day] Upto | $0
but ${101.50} & day 3{101.50) 8 day
101st day and afler S0 50 All cosls
BLOOD
First 3 pints 50 3 pints §0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your declor All but very limited L] Balance

It NOTICE: WHEN YOUR MEDICARE PART A HOSPITA

[{continued)]

L BENETITS ARE EXHAUSTED, THE INSURER STANDS

IN THE PLACE OF MEDICARE AND WILL PAY WHATEVER AMOUNT MEDICARE WOULD HAVE PAID FOR UP TQ

AN ADDITIONAL 365 DAYS AS PROVIDED IN THE POLICY'S
HOSPITAL IS PROHIBITED FROM BILLING YOU FOR THE 8

ALANCE BAS

BILLED CHARGES AND THE AMOUNT MEDICARE WOULE HAVE PAID.

"CORE BENEF{TS.” BURING THIS TIME THE
ED ON ANY DIFFERENCE BETWEEN ITS
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NAME QOF AGENCY
INSURANCE DEPARTMENT

SECTION {

PLAN F or HIGH DEDUCTIBLE PLAN ¥
MEDICARE (PART BJ-MEDICAL SERVICES-PER CALENDAR YEAR

*Once you have been billed $100 of Medicare-Approved smounts for covered services (which are noted with an asteisk),
your Part B Deductible [wil} WILL have been mel for the calendar year.

**THIS HIGH DEDUCTIBLE PLAN PAYS THE SAME QR OFFERS THE SAME BENEFITS AS PLAN F AFTER ONE
HAS PAID A CALENDAR YEAR [{$1500)] ${1620) DEDUCTIBLE. BENEFITS FROM THE HIGH DEDUCTIBLE PLAN
F WILL NOT BEGIN UNTIL OUT-OF-POCKET EXPENSES ARE [($1500)] ${(1620). OUT-OF-POCKET EXPENSES
FOR THIS DEDUCTIBLE ARE EXPENSES THAT WOULD ORDINARILY BE PAID BY THE POLICY. THIS INCLUDES
THE MEDICARE DEDUCTIBLES FOR PART A AND PART B, BUT DOES NOT INCLUDE THE PLAN'S SEPARATE
FOREIGN TRAVEL EMERGENCY DEDUCTIBLE.

AFTER YOU PAY IN ADDIFION TO
[$1500] $(1620) [$1500] $(1620)
DEDUCTIBLE,** DEDUCTIBLE,**

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES—

IN OR OUT OF THE HOSPITAL

AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services snd
supp¥es, physical and speach

therapy, diagnostic tests, durable
medical equipment,

First $100 of Medicare
Approved Amounis* 30 $100 (Part B Deductible) | $0
Remainder of Medicare
Approved Amounts Generally 80% Generally 20% . $0
Part B Excess Charges (Above
Medicare Approved Amounts) 50 $100% 4]

BLOOD

First 3 pints 1 50 Al Costs $0

Next $100 of Medicare Approved

Amounts® $0 $100 (Part B Deductible) | $0

Remainder of Medicare Approved

Amounls 80% 20% 50

CLINICAL LABORATORY

SERVICES-BLOOD TESTS FOR 100% 50 0

DIAGNOSTIC SERVICES

[{continued)}
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NAME OF AGENCY
INSURANCE DEPARTMENT
SECTION 1
PLAN F or HIGH DEDUCTIBLE PLAN F
PARTS A&B
AFTER YOU PAY [$1500) IN ADDITION TO
$(1620) DEDUCTIBLE,** [$1500] ${1620)
SERVICES MEDICARE PAYS PLAN PAYS DEDUCTIBLE,**
YOU PAY
HOME HEALTH CARE
MEDICARE APPROVIED
SERVICES
~Medically necessary skilled
care services and medicaf
supplies T00% %0
~-Durable medical equipment $0
First $100 of Medicare
Approved Amaunis* $0 $100 (Part B Deductible)
Remainder of Medicare %0
Approved Amounls B0% 20%
$0
OTHER BENEFITS—-NOT COVERED BY MEDICARE
AFTER YOU PAY IN ADDITION TO
[$1600) $(1620) [$1500] ${1620}
SERVICES MEDICARE PAYS DEDUCTIBLE,** DEDUCTIBLE,**
PLAN PAYS YOU PAY
FOREIGN TRAVEL—
NOT COVERED BY MEDICARE
Medically necessary emergency
care services [begining}
BEGINNING during the first 60
days of each trip outside the USA
First $250 each calendar year 30 %0 $250
Remainder of charges $0 80% to a lifetime max- | 20% and amaunts over
imum benefit of the $50,000 lifelime
$50.000 [maxiumumi MAXIMUM
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NAME OF AGENCY
INSURANCE DEPARTMENT
SECTION 1
PLAN G

MEDICARE (PART A}-HOSPITAL SERVICES-PER BENEFIT PERIOD

* A benefit perind begins on the first day you receiva service a
out of the hospital and have not teceived skilled care in any of

5 an inpatient in a hospital and ends after you have been
her facility for 60 days In a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION®
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
Firs! 60 days JAI bul $(764)] All but [${764) (Part A 30
${at2) Deductible)] $(812)
(Part A Deduclible}
B1st thry 90th day [Allbut ${191} a day] Al | ($(191) a day] §(203}a | $0
but $(263) a day day
9istday and after:
~While using 60 lifetime
reserve days tAll but $(382) a day] Al { [${382) a day] $(406) a | $0
but $(406} a day day
~Once ffelime reserve days
are used: h
-~-Additional 365 days $0 100% of Medicare $0
—Beyond the Additional 365 Eligible Expenses
days $0 $0 All Cosls
SKILLED NURSING FACILITY
CARE*
You must meel Medicare's
requirements, Including having
been in a hospital for al leasi 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amaunts 50 $0
21st thru 100th day [All but 5(95.50) a day] | 5[Up to $(05.50) aday] | $0
All but ${101.50) a day Up to ${101.50} a da
10131 day and after 30 50 All costs
BLCOD
First 3 pints 50 3 pints $0
Additional ameounts 100% $0 30
HOSPICE CARE
Avaitable as long as your doctor | ANl but very limiled $0 Balance
certilies you are lerminally il and | colnsurance for out-
you elect to receive these patient drugs and
services inpalient respite care

2 NOTICE: WHEN YOUR MEDICARE PART A HOSPITA
THE PLACE OF MEDICARE AND WILL PAY WHATEVER

ADDITIONAL 365 DAYS AS PROVIDED IN THE POLICY'S

1S PROHIBITED FROM BILLING YOU FOR THE BALANCE

BAS

GHARGES AND THE AMOUNT MEDICARE WOULD HAVE PAID.

L. BENEFITS ARE EXHAUSTED, THE INSURER STANDS IN
AMOUNT MEDICARE WOULD HAVE PAID FOR UP TO AN
"CORE BENEFITS.” DURING THIS TIME THE HOSPITAL
ED ON ANY DIFFERENCE BETWEEN ITS BILLED
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NAME OF AGENCY
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SECTION 1
PLAN G

MEDICARE {PART B)-MEDICAL SERVICES-PER CALENDAR YEAR

“Onca you have heen billed $100 of Medicare-Approved amoun
your Part B Deductible [wil] WILL have been met for the calend:

ar yaar.

Is for covered services (which are noted with an asterisk),

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES-- :
IN OR QUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such 2& Physician's
sefvices, inpatient and outpatient
medicat and surgical services and
supplies, physical and speech
therapy, diagnoslic tesis, durable
medical equipment,
First $100 of Medicare
Appraved Amounts*
Remalnder of Medicare

$0

$0

$100 (Part B Deductible)

Appreved Amounls Ganerally 80% Generally 20% %0
_Pait B Excess Charges (Above
Medicare Approved Amounts) 30 $80% 20%
BLOOD
Flrst 3 pinls $0 All Cosls $0
Next $100 of Medicare Approved
Amounts* $0 50 $100 {Part B Deductible)
Remainder of Medicare Approved
Amounts 80% 20% 30
CLINICAL LABORATORY
SERVICES--BLOOD TESTS FOR 100% $0 $0

BIAGNOSTIC SERVICES

[{continued)]
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PARTS AR B
SERVICES MEDICARE PAYS | PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
—vfedically necessary skilled
care services and medical
supplies 100% $0 $0
—Durable medicat equipment
First $100 of Medicare
Approved Amounts* $0 50 $100 {Part B Deductible)
Remainder of Medicare
Approved Amounts BO% 20% $0
AT-HOME RECOVERY
SERVIGES--NOT COVERED BY
MEDICARE
Home care cedified by your doctor,
for persanal care during recovery
from an injury or sickness for which
Medicare approved a Home Care
Treatment Plan
~-Benefit for sach visit 0 Aclual Charges to $40 a | Balance
visil
~Number of visils covered 30 Up to the number of
{must be received within 8 Medicare Appraved
weeks of last Medicare visits, nol to exceed 7
Approved visil) each week
~Calendar year maximurm 30 $1,600
OTHER BENEFITS-NQT COVERED BY MEDICARE
SERVICES MEDICARE PAYS | PLAN PAYS I YOU PAY
FOREIGN TRAVEL-~
NOT COVERED BY MEDICARE
Medically necessary emergency
care services [begining)
BEGIMNNING during the first 60
days of each irip ouiside the USA
Flist $250 each calendar year 30 30 4250
Remainder of charges $0 80% 1o a lifetime max- 20% and amounts over
Imum beneflt of $50,000 the $50,000 lifetime
[maxiumum) MAXIMUM
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NAME OF AGENCY
INSURANCE DEPARTMENT

SECTION 1

PLANH

MEDICARE (PART A}-HOSPITAL SERVICES-PER BENEEIT PERIOD

* A benetit period begins on the first day you receive service as an inpalient in 2 hospital and ends after you have been
out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION"
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 650 days [All but $(764)) All but [$(764) (Part A 30
$(812) Deductible)] $(812)
{Part A Deductible)
G1st thru D0th day {Allbut 5(191) a day] Al | |$(191) a day] $(203}a | 0
bk $(203) a day day
81sl day and after;
-While using B0 lifelime
reserve days [AIlbul §(382) a day] All | [$(382) a day] ${4061a | 30
but ${406) a day day
—Once lifetime reserva days
are sed:
~Additlonal 365 days $0 100% of Medicare $0
--Beyond the Additienal 365 Eligible Expenses
days $0 30 All Cosls
SKILLED NURSING FACILITY
CARE"
You must meet Medicare's
requirements, including having
been in a hospital for at feast 3
days and entered a Medicare-
approved facility within 30 days
after teaving the hospitaf
First 20 days All approved amounts 0 $0
21st thru 100th day [ANl but ${95.50) a day| [Up to ${95.50} a day) $0
Al but $(101.50) a da Up to $(101.50) a day
101st day and after $0 30 All costs
BLOGD
First 3 pinis $0 3 pints $0
Additional amounis 100% 50 30
HOSPICE CARE
Available as long as your doctor | All but very liimited 0 Balance
cerlifies you are terminally ill and | coinsurance for out-
you elect to receive lhese patient drugs and
services inpatient respile care

2 NOTICE: WHEN YOUR MEDICARE PART A HOSPITAL BENEFITS ARE EXHAUSTED, THE INSURER STANDS IN
THE PLACE OF MEDICARE AND WILL PAY WHATEVER AMOUNT MEDICARE WOULD HAVE PAID FOR UP TO AN
ADDITIONAL 365 DAYS AS PROVIDED IN THE POLICY'S "CORE BENEFITS.” DURING THIS TIME THE HOSPITAL
1S PROHIBITED FROM BILLING YOU FOR THE BALANCE BASED ON ANY DIFFERENCE BETWEEN ITS BILLED
CHARGES AND THE AMOUNT MEDICARE WOULD HAVE PAID,
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SECTION {

NAME OF AGENCY
INSURANCE DEPARTMENT

PLAN H

MEDICARE (PART B}-MEDICAL SERVICES-PER CALENDAR YEAR

*Once you have been hilled $100 of Medicare-Approved amounts
your Part B Deductible [wll] WILL have been met for the calendar

for covered sorvices (which are noted with an asterisk),
year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOu pay

MEDICAL EXPENSES--
IN OR OUT OF THE HOSPITAL
AND QUTPATIENT HOSPITAL
TREATMENT, such as Physician's
sarvices, inpatient and oulpatient
medical and surgical services and
suppfies, physical and speech
therapy, diagnostic tests, durable
medical equipment,
First $100 of Medlicare
Approved Amounts* -
Remainder of Medicare
Approved Amounls
Pasrt B Excess Charges (Above
Medicare Approved Amounts)

$0 $0
Generally 80%

30 $0

Generally 20%

3100 (Part B Deductible)
30
All Costs

BLOOD

First 3 pints

Next $100 of Medicare Approved
Amounts*

Remainder of Medicare Approved
Amounts

30
$0
80%

50

All Costs

20%

30
$100 (Part B Deductible)

$0

CLINICAL LABORATORY
SERVICES--BLOCD TESTS FOR

DIAGNOSTIC SERVICES

100% $0

50

PARTS A& B

SERVICES
HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
—Medically necessary skilled
care services and medical
suppiies
~Durable medical equipment
First $100 of Medicare
Approved Amounts*
Remainder of Medicare

Approved Amaunts

MEDICARE PAYS I

PLAN PAYS

I YOU PAY

100%

50
B0%

50

30
20%

0

$100 (Part B Deductible)
$0
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SECTION 1

PLAN H [(continued)]

OTHER BENEFITS-NOT COVERED BY MEDICARE
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

FOREIGN TRAVEL -
NOT COVERED BY MEDICARE

Medically necessary emergency
care services jbegining)
BEGINNING during the first 60
days of each Irip outside the USA

Flrst $250 each calendar year $0 30 $250

Rematnder of charges 30 80% lo a lifetime max- 20% and amounts over the
imum benefit of $50,000 $50,000 lifetime
[maxiumum] MAXIMUM

BASIC OUTPATIENT
PRESCRIPTION DRUGS-NOT
COVERED BY MEDICARE
First $250 each ealendar year 43 30 $250
Next $2,500 each calendar year $0 50%--$1,250 calendar year | 50%
maximum benefit
Over $2560 each calendar year $0 $0 All costs
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SECTION 1

PLANI

MEDICARE (PART A)-HOSPITAL SERVICES-PER BENEFIT PERIOD

* A benefit perind begins on the first da
out of the hospilal and have nof receiv

¥ you receive service as an Inpatient in a hospital and ends after you have been
ed skilled care in any other facllity for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Seriprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days [All but ${764)] All bu [S(764) (Part A $0
$812) Deductitha)) $(812)
{Part A Deductibia)
G1st thry 90th day {Allbut $(121) aday] All | [${121} a day} ${203}a | %0
but $(203) a da day
91st day and after:
--While uslng 60 lifetime :
reserve days [Altbut ${382) a day} AlF | [$(382) a day] ${406) 50
but $(406) 8 gay day
-Once lifetime reserve days
are used:
--Addilional 365 days o 100% of Medicare $0
~Beyond the Additional 365 Eligible Expenses
days $0 50 All Cgsts
SKILLED NURSING FACILITY
CARE*
You must meet Medicare's
requirements, Including having
been In a hospital for at least 3
days end entered a Medicare-
approved facility wilhin 30 days
after leaving the hospital
First 20 days All approved amounts 50 50
21st thre 100th day (AN bt ${95.50) a day) [Up o $(95.50) a day) %0
All but ${101.50) a day Up to ${101.50) a day
101st day and after $0 $0 All cosls
BLOOD
Firsl 3 pints $0 3pints %0
Additional amounts 100% 30 30
HOSPICE CARE
Available as long as your docior | All but very limited $0 Balance
certifies you are lerminally ill and | coinsurance for out-
you elect to receive these patient drugs and
services Inpatient respite care

2 NOTICE: WHEN YOUR MEDICARE PART A HOSPITA!
THE PLACE OF MEDIGARE AND WILL PAY WHATEVER
ADDITIONAL 365 DAYS AS PROVIDED N THE POLICY
IS PROHIBITED FROM BILLING YOU FOR THE BALAN
CHARGES AND THE AMOUNT MEDICARE WOULD

L BENEFITS ARE EXHAUSTED, THE INSURER STANDS IN
AMOUNT MEDICARE WOULD HAVE PAID FOR UP TO AN
S "CORE BENEFITS.” DURING THIS TIME THE HOSPITAL
CE BASED ON ANY DIFFERENCE BETWEENM ITS BILLED
HAVE PAID,
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PLAN|

MEDICARE {PART B)-MEDICAL SERVICES-PER CALENDAR YEAR

*Onca you have been billed $100 of Medicare-Approved amounts for covered services (which ara noted with an asterisk),
your Part B Deductible [wil] WILL have been mel for the calendar year.

SERVICES

MEBICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES--
N OR OUT OF THE HOSPITAL
AND QUTPATIENT HOSEITAL
TREATMENT, such as Physician's
services, inpalient and outpatient
madical and surgical services and
supples, physicel and speech
therapy, diagnostic tests, durable
medical equipment,
First $100 of Medicare
Approved Ametints*
Remainder of Medicare
Approved Amounts
Pant B Excess Charges {Above
Medicare Approved Amounts}

30 30 $100 (Part B Deductible)
Generally 80% Generally 20% 0

$0 100% $0

BLOOD

First 3 pints

Next $100 of Medicare Approved
Amounts*

Remainder of Medicare Approved
Ammpunts

%0 All Casts $0

%0 30 $100 (Past B Deductible}
80% 20% 30

CLINICAL LABORATORY
SERVICES--BLOOD TESTS FOR
DIAGNOSTIC SERVICES

100% 50 30

{{continued)]
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PARTS AL B
SERVICES MEDICARE PAYS | PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
~Medically necessary skitted
care services and medical
supplies 100% $0 $0
--Durable medical equipment
First $100 of Medicare
Approved Amounts* $0 30 $100 (Part B
Remainder of Medicare Deductible)
Approved Amounts a0% 20% 30
AT-HOME RECOVERY
SERVICES--NOT COVERED BY
MEDICARE
Home care certified by your doclor,
for personal care during recovery
fram an injury or sickness for which
Medicare approved a Home Care
Treatment Plan Balance
--Benefit for each visit $0 Actual Charges to $40 a
visit
~Number of visits covered $0 Up to the number of
(must be received within B Medicare Approved visils,
weeks of last Medicare not lo exceed 7 each week
Approved vigit)
—Calendar year maximum $0 $1,600
OTHER BENEFITS-NOT COVERED BY MEDICARE
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
FOREIGN TRAVEL- .
NOT COVERED BY MEDICARE
Maedically necessary emergency
care services [begining]
BEGINNING duxing the ftrst 60
days of each trip ocutside the USA
First $250 each calendar yoar $0 30 $250
Remainder of charges $0 80% to a lifetime max- 20% and amounts gver
imum benefit of $50,000 the $50,000 lifetime
[maxiumum] MAXIMUM
BASIC QOUTPATIENT
PRESCRIPTION DRUGS-NOT
COVERED BY MEDICARE
First $250 each calendar year $0 $0 $250
Mext $2,500 each calendar year ) 50%--$1,250 calendar 50%
year maximum benefit
Over $2500 each calendar year 30 $0 All costs
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INSURANCE DEPARTMENT

SECTION 1

PLAN J or HIGH DEDUCTIBLE PLAN J
MEDICARE {PART A)-HOSPITAL SERVICES.PER BENEFIT PERIOD

* A henefit period begins on the first day you receive service as an inpatient In a hospital and ends after you have been
out of the hospital and have not received skilled care in any other facility for 60 days in a row.

**This high deductible plan pays the same or offers the same benefits as Plan J after one has pald a calendar
year [{$1500)] ${1620) deductible. Beneflts from the high deductible Plan J will not bagln until out-of-pocket
expenses are [($1500).] ${1820). Out-of-pocket expenses for this deductible are exponses that would ordinarily
he paid by the policy. This includes the Medicare deductibles for Part A and Part B, but does not include the
plan's separate prescription drug deductible or the plan’s separate forelgn travel emergency deductible.

AFTER YOU PAY [$1500] IN ADDITION TO [$1500]
${15620} DEDUCTIBLE,* ${1620) DEDUCTIBLE,™
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscellaneous
services and supplies
First 60 days [AN but $(764)] All but [$(764) (Part A Deductible)] | $o
(812} 812} (Part A Deduclible
61st thry 50th day [Allbut $(191) a day] Al 1$(191) a day] 5(203) aday { %0
but ${203) a day
91st day and after:
~While using 60 lifetime
reserve days [AN but ${382) a day] All [$(382) a day] ${405}  day $0
but ${406) a da
—Once lifelime reserve days are
used: 100% of Madicare Eligible
~Additional 365 days 30 Expenses $0 =+
—Beyond the Additional 365 0
days 30 All Costs
SKILLED NURSING FACILITY
CARE*
You musl meel Medicare's
requirements, including having
been in & hospital for at least 3
days and entered a MedIcare-
approved facility within 30 days
atler leaving the hospital
First 20 days All appraved amounts $0 30
21st thru 100th day [Af but $(95.50) a day) Al | {Up to ${95.50) a day) Up to | 50
bul ${181.50} a day $(101.50) a day
101st day and aRer $0 $0 All cosls
BLOOD
First 3 pints 30 3 pints 50
Additional amounts 100% 30 $0
HOSPICE CARE
Available as fang as your declor All but very limited $0 Balance
certifies you are terminally il and coinsurance for out-patient
you elect to receive these services | drugs and inpatfent respile
care
[{continued)]

** NOTICE: WHEN YOUR MEDICARE PART A HOSPITA

L BENEFITS ARE EXHAUSTED, THE INSURER STANDS

IN THE PLACE. OF MEDICARE AND WILL PAY WHATEVER AMOUNT MEDICARE WOULD HAVE PAID FOR UPTO

AN ADDITIONAL 365 DAYS AS PROVIDED IN THE POLICY
HOSPITAL IS PROHIBITED FROM BILLING YO FOR THE
BILLED CHARGES AMD THE AMOUNT MEDICARE WOUL

S "CORE BENEFITS,” DURING THIS TIME THE
BALANCE BASED ON ANY DIFFERENCE BETWEEN [TS
D HAYVE PAID.
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SECTION 1

PLAN J or HIGH DEDUCTIBLE PLAN J
MEDICARE {PART B}-MEDICAL SERVIGES-PER CALENDAR YEAR

*Once you have been billed $100 of Medicare-Approved amounts for covered services {which are noted with an asterlsk),

your Pa B Deductible [wil) WILL have been met for the calendar year. :

**This high deductible ptan pays the same or offers the same benefits as Ptan J after one has pald a calendar

year [($1500)] ${1620] deductible. Benefits from the high deductible Plan J will not begin until out-of-pocket

exponses are [($1500)] $(1620). Out-of-pocket expenses for this deductibte are expenses that woutld ordinarfly be
paid by the policy, This Includes the Medicare deductibles for Part A and Part B, but does not fnciude the plan's
separate prescription drug dedguctible or the plan's separate forelyn travel emergency deductible.

AFTER YOU PAY IN ADDITION TO
[$1500] ${1620) [$1500] $(1620)
DEDUCTIBLE,** DEDUCTYIBLE,**

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES--

IN OR OUT OF THE HOSPITAL

AND QUTPATIENT HOSPITAL

TREATMENT, such as Physician's

services, Inpatient and outpatient

medical and surgical services and
supplies, physical and speech
therapy, diagnostic tes!s, durable
medisal equipmanl,
First $100 of Medicare
Approved Amounts* 50 $100 (Part B Deductible) | $0
Remainder of Medicare ’
Approved Amounts Generally 80% Generally 20% 50
Pan B Excess Charges (Above
Medicare Approved Amounts) 50 $100% 1]

BLOOD

First 3 pints $0 All Costs $0

Next $100 of Medicare Approved

Amaunts® $0 $100 (Part B Deductible) | $0

Remainder of Medicare Approved

Amgounls 80% 20% $0

CLINICAL LABORATORY

SERVICES--BLOOD TESTS FOR | 100% $0 50

DIAGNOSTIC SERVICES

[{continured))
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PLAN J or HIGH DEDUCTIBLE PLAN ) [{continued)]
PARTS AR B
AFTER YOU PAY ${1620) | IN ADDITION YO ${1620)
DEDUCTIBLE, ** DEDUCTIRLE **
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
~-Megically necessary skilled
care services and medical
supplias 100% $0 $0
—-Durable medical equipment
First $100 of Medicare
Approved Amounts® $0 $100 (Part B Deduclibla) 0
Remainder of Medicare
Approved Amounts B0% 20% 30
[HOME HEALTH CARE
(cant'd)]
AT-HOME RECOVERY
SERVICES--NOT COVERED
BY MEDICARE
Home care certified by your
docter, for personal care during
recovery from an injury or
sickness for which Medicare
approved a Home Care
Treatment Plan
~-Benefit for each visit 4] Aclual Charges to $40 a Balanca
visit
~Number of visits covered $0 Up to the number of
(must be received within 8 Medicare Approved visils,
weehs of last Medicare not lo exceed 7 each
Appraved visit) week
~Calendar year maximum $0 $1600
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PLAN J or HIGH DEDUGCTIBLE FLAN . [{continued)
PARTS A & B (continuad))
OTHER BENEFITS—NOT COVERED BY MEDICARE
AFTER YOU PAY IN ADDITION 1O
. [$1500] $(1620) [$1500) $(1520)
SERVICES MEDICARE PAYS DEDUCTIBLE,* DEDUCTIBLE,*"
PLAN PAYS YOU PAY
FOREIGN TRAVEL-
NOT COVERED BY MEDICARE
Medically necessary emergency
care services [hegining]
BEGINNING during the first 60 days
of each trip outside the U5A
First $250 each calendars year 30 50 $250
Remainder of charges $0 B0% to a lifetime max- 20% and amounts over
imum benefit of $50.000 the $50,000 lifatime
* [maxiurmum] MAXIMUM
EXTENDED OUTPATIENT
PRESCRIPTION DRUGS -NOT
COVERED BY MEDICARE
First $250 each calendar year $0 0 5250
Next $6,000 each catendar year 30 50%—%$3,000 calendar 50%
year maxlmum benefit
Qver $6,000 each calendar year $¢ 10 All costs
“*PREVENTIVE MEDICAL CARE
BENEFIT--NOT COVERED BY
MEDICARE
Some annual physical and
preventive tests and services such
as: digital rectal exam, hearing
screening, dipslick urinatysis,
diabetes screening, thyroid function
test, tetanus and fdiptheria}
DIPHTHERIA boosler and
educatien, administered or ordered
by your doctor when not covered by
Medicare
First $120 each cafendar year 30 $120 $0
Addilional charges i) $0 All Costs

il Medicar_e bertefils are subject lo change. Please cansult the latest Guide to Health Insurance for People Wilh

Medicare.
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See. 10.  Sec. 38a-495a-19 of the Regulations of Connecticut State Agencies
is amended to read as follows:

(a}  If a Medicare supplement policy or cettificate replaces another
Medicare supplement policy or certificate, AN EMPLOYEE GROUP HEALTH
INSURANCE POLICY OR CERTIFICATE, or a policy or certificate issued by a
health care center pursuant to a contract with the federal government, the
replacing issuer shall waive any time periods applicable to preexisting conditions,
waiting periods, elimination periods and probationary periods in the new
Medicare supplement policy or certificate for similar benefits to the extent such
time was spent under the original policy or certificate.

{b) I a Medicare supplement policy or certificate replaces another
Medicare supplement policy or certificate, AN EMPLOYEE GROUP HEALTH
INSURANCE POLICY OR CERTIFICATE, or a policy or certificate issued by a
health care center pursuant to a contract with the federal governmerd, which has
been in effect for at least six (6) months, the replacing policy shall not provide
any time period applicable to preexisting conditions, waiting periods, elimination
periods and probationary periods for benefits similar to those contained in the
originaf policy or cerificate.

Statement of purpose: To conform Connecticut's Medicare supplement
insurance program with Balanced Budget Refinement Act, Ticket to Work and
Work Incentives Improvement Act, and Benefits improvement and Protection
Act of 2000 amendments to OBRA 90, to further expand credit for prior
coverage, and to make technical corrections.
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Be it known that the foregoing:

x Regulations (] Emergency Regulations
Are;

L] Adopted Amended as hereinabove staled [ Repealed

By the aforesaid agency pursuant to:

X Section 382-495a of the General Statutes,

] Section of the General Statules, as amended by Public Act No, of the Public Acts.
[ Public Act No. of the Public Acts.

After publication in the Connecticut Law Jaurnal on, é‘/z-big 2<%5¢ the notice of the proposal to;

{1 Adopt x Amend ] Repeat stch regulations

(i applicable): [ And the holding of an advertised public hearing on day of 20

THEREFORE, the foregoing regulations are hereby:

[JAdopted  x Amended as hereinabove stated ] Repealed
Effective: :

X When filed with the Secretary of the State.
{OR)

The . dayof

DAT SIGNED (Head of Boa gs&t or Commission} | GFFICIALTITLE, DULY AUTHORIZED

In Wit Whereof;
T iees e %19! o) , My Gem T Qaupe INSURANCE COMMISSIONER

Approved by the Altorney General as 1o legal sufficigncy
In accordance with Sec. 4-158, as amended, C.G. 5. ;

] ,/?“FDE“’(_, {3 @l”k IDFFICIA TITLE, DULY AUTHORIZED,
XL D/ - . |

i
Zay

- ;':. l;.'.___;s \

E%épprovedf

| Disapproved

DEC 10 2002 }

(7] Disapproved in part, (Indicate Section Numbers disapproved only)

(J Rejected without prejudice. RECORDS &LEGIS IVE ’SERY.ICEﬁ ;
SECRETARY ORTHE STATE"
DATE /9'HjNED (Clesk of the Rsialive Regiiafion Review Comniiliee
By the Legislative Regulation Review Commitlee in accordance
With Sec. 4-170, as amended, of the General Statutes. 2 ! IC\MJ/Q‘. . \‘r’\/\
Two cerlified copies recelved and filed, and one such copy forwarded td the £ommission on Official Legal Publications

In accordance with Seclion 4-172, as amendad, of the General Statutes.
DATE SIGNED {Secrelary of the Stafe.) BY

INSTRUCTION

1. One copy of alf regulations for adoption, amendment or repeal, except emergency regulations, must be presented 1o the Attomey
General for his determination of legal sufficiency. Section 4-159 of the Gensral Stafutes.

" Seventeen coples of all regulatiens for adoption, amendment or repeal, excepl emergency regulations, must be presented to the
standing Legisialive Regulation Review Commillee for its approval. Section 4-170 of the General Statutes.

3. Each regulalion must be in the form inlended for publication and must include the appropriate regulation section number and section
heading. Seclion 4-172 of the General Statutes. ’

4. Indicate by “(NEW)" in heading if new regulation. Amended regutalions must coniain new language In capito! letlers and deleled
language in brackets. Section 4-170 of the General Statules



